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CASE MANAGEMENT AND COORDINATION OF CARE 
 
1. Comprehensive Case Management and Coordination of Care Services 
 

Contractor shall provide basic Comprehensive Medical Case Management to each 
Member. 
 
Contractor shall maintain procedures for monitoring the coordination of care provided to 
Members, including but not limited to all Medically Necessary services delivered both 
within and outside the Contractor's provider network. 

 
2. Targeted Case Management Services 

 
Contractor is responsible for determining whether a member requires Targeted Case 
Management (TCM) services, and must refer members who are eligible for TCM 
services to a Regional Center or local governmental health program as appropriate for 
the provision of TCM services. 

 
If a Member is receiving TCM services as defined in Title 22, CCR, Section 51185(h) 
and as specified in Title 22, CCR, Section 51351, Contractor shall be responsible for 
coordinating the Member's health care with the TCM provider and for determining the 
medical necessity of diagnostic and treatment services recommended by the TCM 
provider that are Covered Services under the Contract. 
 
If Members under age twenty-one (21) are not accepted for TCM services, see Exhibit A, 
Attachment 10, provision 4, Contractor shall ensure the Members’ access to services 
comparable to EPSDT TCM services. 

 
3. Disease Management Program 

 
Contractor is responsible for initiating and maintaining a disease management program.  
Contractor shall determine the program’s targeted disease conditions and implement a 
system to identify and encourage Members to participate. 

 
4. Out-of-Plan Case Management and Coordination of Care 
 

Contractor shall implement procedures to identify individuals who may need or who are 
receiving services from out of plan providers and/or programs in order to ensure 
coordinated service delivery and efficient and effective joint case management for 
services presented in provisions 5 through 16 below. 

 
5. Specialty Mental Health 
 

A. Specialty Mental Health Services 
 

1. All Specialty Mental Health Services (inpatient and outpatient) are 
excluded from this Contract. 

 
2. Contractor shall make appropriate referrals for Members needing 

Specialty Mental Health Services as follows: 
 

a. For those Members with a tentative psychiatric diagnosis which 
meets eligibility criteria for referral to the local Medi-Cal mental 
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health plan, as defined in MMCD Mental Health Policy Letter 00-
01 Revised, the Member shall be referred to the local mental 
health plan. 

 
b. For those Members whose psychiatric diagnosis is not covered by 

the local Medi-Cal mental health plan, the Member shall be 
referred to an appropriate fee-for-service Medi-Cal mental health 
provider.  Contractor shall consult with the local Medi-Cal mental 
health plan as necessary to identify other appropriate community 
resources and to assist the Member to locate available mental 
health services. 

 
3. Disputes between Contractor and the local Medi-Cal mental health plan 

regarding this section shall be resolved pursuant to Title 9, CCR, Section 
1850.505.  Any decision rendered by DHS and the California Department 
of Mental Health regarding a dispute between Contractor and the local 
Medi-Cal mental health plan concerning provision of mental health 
services or Covered Services required under this Contract shall not be 
subject to the dispute procedures specified in Exhibit E, Attachment 2, 
provision 18 regarding Disputes. 

 
B. Local Mental Health Plan Coordination 
 

Contractor shall execute a Memorandum of Understanding (MOU) with the local 
mental health plan (MHP) as stipulated in Exhibit A, Attachment 12 Local Health 
Department Coordination, provision 3, for the coordination of Specialty Mental 
Health Services to Members. 
 

6. Alcohol and Substance Abuse Treatment Services 
 
A. Alcohol and substance abuse treatment services available under the Drug Medi-

Cal program as defined in Title 22, CCR, Section 51341.1, and outpatient heroin 
detoxification services defined in Title 22, CCR, Section 51328 are excluded from 
this Contract. 

 
Contractor shall identify individuals requiring alcohol and or substance abuse 
treatment services and arrange for their referral to the Alcohol and Other Drugs  
Program, including outpatient heroin detoxification providers, for appropriate 
services.  Contractor shall assist Members in locating available treatment service 
sites.  To the extent that treatment slots are not available in the Alcohol and other 
Drugs Program within the Contractor's Service Area, the Contractor shall pursue 
placement outside the area.  Contractor shall continue to cover and ensure the 
provision of primary care and other services unrelated to the alcohol and 
substance abuse treatment and coordinate services between the primary care 
providers and the treatment programs. 

 
7. Services for Children with Special Health Care Needs 
 

Children with Special Health Care Needs (CSHCN) are defined as “those who have or 
are at increased risk for a chronic physical, behavioral, developmental, or emotional 
conditions and who also require health or related services of a type or amount beyond 
that required by children generally”. 
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Contractor shall implement and maintain a program for CSHCN which includes, but is 
not limited to, the following: 
 
1)       Standardized procedures for the identification of CSHCN, at enrollment and on a 

periodic basis thereafter; 
 
2) Methods for ensuring and monitoring timely access to pediatric specialists, sub-

specialists, ancillary therapists, and specialized equipment and supplies; these 
may include assignment to a specialist as PCP, standing referrals, or other 
methods as defined by contractor; 

 
3) Methods for ensuring that each CSHCN receives a comprehensive assessment 

of health and related needs, and development of a written treatment plan based 
on that assessment; 

 
4) A program for case management or care coordination for CSHCN, including 

coordination with other agencies which provide services for children with special 
health care needs (e.g. mental health, substance abuse, Regional Center, CCS, 
local education agency, child welfare agency); and, 

 
5)       Methods for monitoring and improving the quality of care for children with special 

health care needs. 
 
8. California Children Services (CCS) 
 

Services provided by the CCS program are not covered under this contract. Upon 
adequate diagnostic evidence that a Medi-Cal Member under 21 years of age may have 
a CCS eligible condition, Contractor shall refer the Member to the local CCS office for 
determination of eligibility. 

 
A. Contractor shall develop and implement written policies and procedures for 

identifying and referring children with CCS-eligible conditions to the local CCS 
program.  The policies and procedures shall include, but not be limited to those 
which: 
 
1. Ensure that Contractor's providers perform appropriate baseline health 

assessments and diagnostic evaluations which provide sufficient clinical 
detail to establish, or raise a reasonable suspicion, that a Member has a 
CCS-eligible medical condition; 

 
2. Assure that Contracting Providers understand that CCS reimburses only 

CCS-paneled providers and CCS-approved hospitals within Contractor's 
network; and only from the date of referral; 

 
3. Enable initial referrals of Member’s with CCS-eligible conditions to be 

made to the local CCS program by telephone, same-day mail or FAX, if 
available.  The initial referral shall be followed by submission of 
supporting medical documentation sufficient to allow for eligibility 
determination by the local CCS program. 

 
4. Ensure that Contractor continues to provide all Medically Necessary 

Covered Services to the Member until CCS eligibility is confirmed. 
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5. Ensure that, once eligibility for the CCS program is established for a 
Member, Contractor shall continue to provide all Medically Necessary 
Covered Services that are not authorized by CCS and shall ensure the 
coordination of services and joint case management between its Primary 
Care Providers, the CCS specialty providers, and the local CCS program. 

 
6. If the local CCS program does not approve eligibility, Contractor remains 

responsible for the provision of all Medically Necessary Covered Services 
to the Member.  If the local CCS program denies authorization for any 
service, Contractor remains responsible for obtaining the service, if it is 
Medically Necessary, and paying for the service if it has been provided. 

 
B. Contractor shall execute a Memorandum of Understanding (MOU) with the local 

CCS program as stipulated in Exhibit A, Attachment 12, provision 2, Local Health 
Department Coordination for the coordination of CCS services to Members. 

 
C. The CCS program authorizes Medi-Cal payments to Contractor network 

physicians who currently are members of the CCS panel and to other providers 
who provided CCS-covered services to the Member during the CCS-eligibility 
determination period who are determined to meet the CCS standards for 
paneling in accordance with subparagraph D. below.  Contractor shall inform 
providers, except as noted above, that CCS reimburses only CCS paneled 
providers.  The Contractor shall submit information to the CCS program on all 
providers who have provided services to a Member thought to have a CCS 
eligible condition. 
  
Authorization for payment shall be retroactive to the date the CCS program was 
informed about the Member through an initial referral by Contractor or a 
Contractor network physician, via telephone, FAX, or mail.  In an emergency 
admission, Contractor or Contractor network physician shall be allowed until the 
next business day to inform the CCS program about the Member.  Authorization 
shall be issued upon confirmation of panel status or completion of the process 
described above. 

 
9. Services for Persons with Developmental Disabilities 

 
A. Contractor shall develop and implement procedures for the identification of 

Members with developmental disabilities. 
 
B. Contractor shall refer Members with developmental disabilities to a Regional 

Center for the developmentally disabled for evaluation and for access to those 
non-medical services provided through the Regional Centers such as but not 
limited to, respite, out-of-home placement, and supportive living.  Contractor shall 
participate with Regional Center staff in the development of the individual 
developmental services plan required for all persons with developmental 
disabilities, which includes identification of all appropriate services, including 
medical care services, which need to be provided to the Member. 

 
C. Services provided under the Home and Community-Based Services (HCBS) 

waiver programs to persons with developmental disabilities are not covered 
under this Contract.    Contractor shall implement and maintain systems to 
identify Members with developmental disabilities who may meet the requirements 
for participation in this waiver and refer these Members to the HCBS Waiver 
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program administered by the State Department of Developmental Services 
(DDS). 

 
If DDS concurs with the Contractor's assessment of the Member and there is 
available placement in the waiver program, the Member will receive waiver 
services while enrolled in the plan.  Contractor shall continue to provide all 
Medically Necessary Covered Services. 

 
D. Contractor shall execute a Memorandum of Understanding (MOU) with the local 

Regional Centers as stipulated in Exhibit A, Attachment 12, provision 2, Local 
Health Department Coordination for the coordination of services for Members 
with developmental disabilities. 

 
10. Early Intervention Services 

 
Contractor shall develop and implement systems to identify children who may be eligible 
to receive services from the Early Start program and refer them to the local Early Start 
program.  These children would include those with a condition known to lead to 
developmental delay, those in whom a significant developmental delay is suspected, or 
whose early health history places them at risk for delay.  Contractor shall collaborate 
with the local Regional Center or local Early Start program in determining the Medically 
Necessary diagnostic and preventive services and treatment plans for Members 
participating in the Early Start program.  Contractor shall provide case management and 
care coordination to the Member to ensure the provision of all Medically Necessary 
covered diagnostic, preventive and treatment services identified in the individual family 
service plan developed by the Early Start program, with Primary Care Provider 
participation. 

 
11. Local Education Agency Services 
 

Local Education Agency (LEA) assessment services are services specified in Title 22, 
CCR Section 51360(b) and provided to students who qualify based on Title 22, CCR, 
Section 51190.1.  LEA services provided pursuant to an Individual Education Plan as set 
forth in Education Code, Section 56340 et seq. or Individual Family Service Plan as set 
forth in Government Code, Section 95020, are not covered under this Contract.  
However, the Contractor is responsible for providing a “medical home” and all Medically 
Necessary Covered Services for the Member, and shall ensure that the Member’s 
primary care physician takes an active role in the development of the Individual 
Education Plan or the Individual Family Service Plan.  Contractor shall provide case 
management and care coordination to the Member to ensure the provision of all 
Medically Necessary covered diagnostic, preventive and treatment services identified in 
the Individual Education Plan developed by the LEA, with Primary Care Provider 
participation. 

 
12. School Linked CHDP Services 

 
A. Coordination of Care 
 

Contractor shall maintain a "medical home" and ensure the overall coordination 
of care and case management of Members who obtain CHDP services through 
the local school districts or school sites. 
 

B. Cooperative Arrangements 
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Contractor shall enter into one or a combination of the following arrangements 
with the local school district or school sites: 
 
1. Cooperative arrangements (e.g. Subcontracts) with school districts or 

school sites to directly reimburse schools for the provision of some or all 
of the CHDP services, including guidelines for sharing of critical medical 
information.  The arrangements shall also include guidelines specifying 
coordination of services, reporting requirements, quality standards, 
processes to ensure services are not duplicated, and processes for 
notification to Member/student/parent on where to receive initial and 
follow-up services. 

 
2. Cooperative arrangements whereby the Contractor agrees to provide or 

contribute staff or resources to support the provision of school linked 
CHDP services. 

 
3. Referral protocols/guidelines between the Contractor and the school 

sites, which merely screen, for the need of CHDP services receive those 
services from the Contractor within the required State and federal time 
frames.  This shall include strategies for the Contractor to follow-up and 
document that services are provided to the Member. 

 
4. Any innovative approach that the Contractor may develop to assure 

access to CHDP services and coordination with and support for school 
based health care services. 

 
C. Subcontracts 

 
Contractor shall ensure that the Subcontracts with the local school districts or 
school sites meet the requirements of Exhibit A, Attachment 6, provision 13, 
regarding Subcontracts, and address the following: the population covered, 
beginning and end dates of the agreement, services covered, practitioners 
covered, outreach, information dissemination, educational responsibilities, 
utilization review requirements, referral procedures, medical information flows, 
patient information confidentiality, quality assurance interface, data reporting 
requirements, and grievance/complaint procedures. 

 
13. Human Immunodeficiency Virus/Acquired Immune Deficiency Syndrome 

(HIV/AIDS) Home and Community Based Services Waiver Program 
 

Services provided under the HIV/AIDS Home and Community Based Services Waiver 
are not covered under this Contract.  Contractor shall maintain procedures for identifying 
Members who may be eligible for the HIV/AIDS Home and Community Based Services 
Waiver Program and shall facilitate referrals of these Members to the HIV/AIDS Home 
and Community Based Services Waiver Program. 
 
Medi-Cal beneficiaries enrolled in Medi-Cal managed care health plans who are 
subsequently diagnosed with HIV/AIDS, according to the definition most recently 
published in the Mortality and Morbidity Report from the Centers for Disease Control and 
Prevention, may participate in the HIV/AIDS Home and Community Based Services 
Waiver Program without having to disenroll from their Medi-Cal managed care plan.  
Members of Medi-Cal managed care plans must meet the eligibility requirements of the 
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HIV/AIDS Home and Community Based Services Medi-Cal Waiver Program and 
enrollment is dependent on available space.  Persons already enrolled in the HIV/AIDS 
Home and Community Based Services Medi-Cal Waiver Program may voluntarily enroll 
in a Medi-Cal managed care health plan. 
 

14. Dental 
 

Dental services are not covered under this Contract.  Contractor shall cover and ensure 
that dental screenings for all Members are included as a part of the initial health 
assessment.  For Members under twenty-one (21) years of age, a dental screening/oral 
health assessment shall be performed as part of every periodic assessment, with annual 
dental referrals made commencing at age 3 or earlier if conditions warrant.  Contractor 
shall ensure that Members are referred to appropriate Medi-Cal dental providers. 
 
Contractor shall cover and ensure the provision of covered medical services related to 
dental services that are not provided by dentists or dental anesthetists.  Covered 
medical services include: contractually covered prescription drugs; laboratory services; 
and, pre-admission physical examinations required for admission to an out-patient 
surgical service center or an in-patient hospitalization required for a dental procedure 
(including facility fees and anesthesia services for both inpatient and outpatient 
services).  Contractor may require Prior Authorization for medical services required in 
support of dental procedures. 
 
If the Contractor requires pre-authorization for these services, Contractor shall develop 
and publish the procedures for obtaining pre-authorization to ensure that services for the 
Member are not unduly delayed.  Contractor shall submit such procedures to DHS for 
review and approval. 

 
15. Direct Observed Therapy (DOT) for Treatment of Tuberculosis (TB) 
 

A. DOT is offered by local health departments (LHDs) and is not covered under this 
Contract.  Contractor shall assess the risk of noncompliance with drug therapy 
for each Member who requires placement on anti-tuberculosis drug therapy. 
 
The following groups of individuals are at risk for non-compliance for the 
treatment of TB: Members with demonstrated multiple drug resistance (defined 
as resistance to Isoniazid and Rifampin); Members whose treatment has failed or 
who have relapsed after completing a prior regimen; children and adolescents; 
and, individuals who have demonstrated noncompliance (those who failed to 
keep office appointments). Contractor shall refer Members with active TB and 
who have any of these risks to the TB Control Officer of the LHD for DOT. 
 
Contractor shall assess the following groups of Members for potential 
noncompliance and for consideration for DOT: substance abusers, persons with 
mental illness, the elderly, persons with unmet housing needs, and persons with 
language and/or cultural barriers.  If, in the opinion of the Contractor’s providers, 
a Member with one or more of these risk factors is at risk for noncompliance, the 
Member shall be referred to the LHD for DOT. 
 
Contractor shall provide all Medically Necessary Covered Services to the 
Member with TB on DOT and shall ensure joint case management and 
coordination of care with the LHD TB Control Officer. 

 



Exhibit A, Attachment 11 
 

 8

B. Contractor shall execute a Memorandum of Understanding (MOU) with the LHD 
as stipulated in Exhibit A, Attachment 12, provision 2, Local Health Department 
Coordination for the provision of DOT. 

 
16. Women, Infants, and Children (WIC) Supplemental Nutrition Program 
 

A. WIC services are not covered under this Contract.  However, Contractor shall 
have procedures to identify and refer eligible Members for WIC services.  As part 
of the referral process, Contractor shall provide the WIC program with a current 
hemoglobin or hematocrit laboratory value.  Contractor shall also document the 
laboratory values and the referral in the Member’s medical record. 
 
Contractor, as part of its initial health assessment of Members, or, as part of the 
initial evaluation of newly pregnant women, shall refer and document the referral 
of pregnant, breastfeeding, or postpartum women or a parent/guardian of a child 
under the age of five to the WIC program as mandated by Title 42, CFR 
431.635(c). 

 
B. Contractor shall execute a Memorandum of Understanding (MOU) with the WIC 

program as stipulated in Exhibit A, Attachment 12, provision 2, Local Health 
Department Coordination for services provided to Members through the WIC 
program. 

 
17. Excluded Services Requiring Member Disenrollment 
 

Contractor shall continue to cover and ensure that all Medically Necessary services are 
provided to Members who must disenroll and receive the following services through the 
Medi-Cal Fee-for-Service program until the date of disenrollment is effective.  

 
A. Long Term Care (LTC) 

 
Long-term care (LTC) is defined as care in a facility for longer than the month of 
admission plus one month.  LTC services are not covered under this Contract.  
Contractor shall cover Medically Necessary nursing care provided from the time 
of admission and up to one month after the month of admission. 
 
Contractor shall ensure that Members, other than Members requesting hospice 
services, in need of nursing Facility services are placed in a health care facility 
that provides the level of care most appropriate to the Member's medical needs.  
These health care facilities include Skilled Nursing Facilities, subacute facilities, 
pediatric subacute facilities, and Intermediate Care Facilities.  Contractor shall 
base decisions on the appropriate level of care on the definitions set forth in Title 
22, CCR, Sections 51118, 51120, 51120.5, 51121, 51124.5, and 51124.6 and 
the criteria for admission set forth in Title 22, CCR, Sections 51335, 51335.5, 
51335.6, and 51334 and related sections of the Manual of Criteria for Medi-Cal 
Authorization referenced in Title 22, CCR, 51003(e). 
 
Upon admission to an appropriate Facility, Contractor shall assess the Member’s 
health care needs and estimate the potential length of stay of the Member.  If the 
Member requires LTC, in the Facility for longer than the month of admission plus 
one month, Contractor shall submit a disenrollment request for the Member to 
DHS for approval.  Contractor shall provide all Medically Necessary Covered 
Services to the Member until the disenrollment is effective. 
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An approved disenrollment request will become effective the first day of the 
second month following the month of the Member's admission to the Facility, 
provided the Contractor submitted the disenrollment request at least thirty (30) 
days prior to that date.  If the Contractor submitted the disenrollment request less 
than thirty (30) days prior to that date, disenrollment will be effective the first day 
of the month that begins at least thirty (30) days after submission of the 
disenrollment request.  Upon the disenrollment effective date, Contractor shall 
ensure the Member's orderly transfer from the Contractor to the Medi-Cal Fee-
For-Service program.  This includes notifying the Member and his or her family or 
guardian of the disenrollment; assuring the appropriate transfer of medical 
records from the Contractor to the Medi-Cal fee-for-service provider; assuring 
that continuity of care is not interrupted; and, completion of all administrative 
work necessary to assure a smooth transfer of responsibility for the health care 
of the Medi-Cal beneficiary. 
 
Admission to a nursing Facility of a Member who has elected hospice services as 
described in Title 22, CCR, Section 51349, does not affect the Member's 
eligibility for Enrollment under this Contract.  Hospice services are Covered 
Services under this Contract and are not long term care services regardless of 
the Member's expected or actual length of stay in a nursing Facility. 

 
B. Major Organ Transplants 

 
Except for kidney transplants, major organ transplant procedures that are Medi-
Cal FFS benefits are not covered under the Contract.  When a Member is 
identified as a potential major organ transplant candidate, Contractor shall refer 
the Member to a Medi-Cal approved transplant center.  If the transplant center 
Physician considers the Member to be a suitable candidate, the Contractor shall 
submit a Prior Authorization Request to either the San Francisco Medi-Cal Field 
Office (for adults) or the California Children Services Program (for children) for 
approval.  Contractor shall initiate disenrollment of the Member when all of the 
following has occurred: referral of the Member to the organ transplant Facility; 
the Facility's evaluation has concurred that the Member is a candidate for major 
organ transplant; and, the major organ transplant is authorized by either DHS' 
Medi-Cal Field Office (for adults) or the California Children Services Program (for 
children). 
 
Contractor shall continue to provide all Medically Necessary Covered Services 
until the Member has been disenrolled from the plan. 
 
Upon the disenrollment effective date, Contractor shall ensure continuity of care 
by transferring all of the Member's medical documentation to the transplant 
Physician.  The effective date of the disenrollment will be retroactive to the 
beginning of the month in which the Member was approved as a major organ 
transplant candidate.  The request for reimbursement for services in the month 
during which the transplant is approved are to be sent by the provider directly to 
the Medi-Cal FFS fiscal intermediary.  The capitation payment for the Member 
will be recovered from the Contractor by DHS. 
 
If the Member is evaluated and determined not to be a candidate for a major 
organ transplant or DHS denies authorization for a transplant, the Member will 
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not be disenrolled.  Contractor shall cover the cost of the evaluation performed 
by the Medi-Cal approved transplant center. 
 

C. Waiver Programs 
 

DHS administers a number of Medi-Cal Home and Community Based Services 
(HCBS) Waiver Programs authorized under section 1915(c) of the Social 
Security Act.  Contractor shall have procedures in place to identify Members who 
may benefit from the HCBS Waiver programs, and refer them to the Medical 
Care Coordination and Case Management Section of DHS.  These waiver 
programs include the In-Home Medical Care Waiver Program, the Skilled 
Nursing Facility Waiver Program, and the Model Waiver Program.  If the agency 
administering the waiver program concurs with Contractor's assessment of the 
Member and there is available placement in the waiver program, Contractor shall 
initiate disenrollment for the Member.  Contractor shall provide documentation to 
ensure the Member's orderly transfer to the Medi-Cal Fee-For-Service program.  
If the Member does not meet the criteria for the waiver program, or if placement 
is not available, Contractor shall continue comprehensive case management and 
shall continue to cover all Medically Necessary Covered Services to the Member. 

 
 


